Lymphogranuloma venereum (LGV)-caused by Chlamydia trachom atis serovars Ll , L2, or L3-rarely occurs in the United States. The disease clinically manifests in three stages: primary, secondary, and tertiary. Theprimary manifestation, a self-limited genital ulcer at the site of inoculation, often is absent by the time the patient seeks medicalattention. Themostcommon clinical manifestation of LGV isevident in its secondary stage: unilateral tender inguinal and/or femoral lymphadenopathy. However, proctocolitis or inflammatory involvement of perirectal or perianal lymphatic tissues resulting in fistulas and strictures may also occur. The diagnosis of LGV is usually made serologically and by exclusion of other causes of inguinal lymphadenopathy or genital ulcers. Doxycycline is thepreferred treatment; it cures the infection and prevents ongoing tissue damage. This case highlights an unusualmanifestation ofLGVinfection-cervica llymphadenopathy following suspected oropharyngeal infection with C trachomatis. Head and neck manifestations of LGV may become an increasing problem in the future if sexual practices such as orogenital contact become more widespread.
Introduction
Lymphogranuloma venereum (LGV) is a sexually transm itt ed disease caused by Chlamydia trachomatis serovars Ll , L2, or 13 . 1 The disease clinically manifests in three stages: a primary lesion consisting of a superficial ulcer or erosion, a secondary stage with prominent lymphadenopathy and constitutional symptoms, and a later stage with disease manifestations such as fibrosis, lymphedema, and anorectal strictures.1.2
The diag nos is of LGV is most com monly m ade by a combination of tests, including biop sy of th e involved lym ph node and sero logic tests (e.g., compleme nt fixation [CF] or microim m unofluorescence [MIF] tests).3.S Laborato ry criteria consisten t with a diagn osis of LGV include a C trachomatis IgG titer > 1:64 on a CF test or a titer > 1:128 on an MIF test. 5 In addition to the above tests, direct detection of th e organism by nucleic acid amplificatio n tests (NAATs) on a swabbed spec imen of the affected area wo uld defin itively confirm the diagnosis.' However, the presence of a characteristic clinical syndrome in combination with a positive serologic test is considered adequate for a pres umptive diagnosis of LGV. I Although LGV characteristically presents as inguinal adenopathy, rare cases of LGV invo lving the cervical lymph nodes have been recognized." In this report, we descr ibe a patient in whom cervica l lym ph adenop athy, with probable oropharyngeal involvem ent, was th e presenting m an ifestation of LGV.
Case report
An 18-year-old woman was ad mitted with sym ptoms of fever and cervical lymph adenopathy. Three days before admission, she had noticed an enlarg ing, tender lymph node on th e left side of her neck and had subsequently developed fever, chills, and generalized body weakness. She denied a recent history of sore throat, rash, or inguinal adenopathy and stated that she had had no recent sexual contacts. The pat ient's me dica l history was noncontributory, and she denied human immunodeficiency virus (HIV) risk factors, a history of sexually transmitted disease, drug use, or exposure to animals or sick hum an contacts.
On admission, her ora l temperature was 40.1°C and the rest of her vita l signs were within normal lim its.The oral cavity appeared norm al; however, indirect laryngoscopy revealed m ild hypoph aryngeal erythe ma wit h hyperplasia of th e adenoidal bed. Exami na tio n of th e neck showe d a tender, pa lpable, non fluctu ant 3 x 3-cm ENT-Ear, Nose & Throat Journal · August 2008 lymph node in the left posterior triangle of the neck. No genital lesions or other sites of lymphadenopathy were noted; the remainder of the physical examination was normal.
The patient's white blood cell count was 6,100 cells/ mrrr' with a normal differential cell count. The erythroc yte sedimentation rate was elevated at 47 mm/hr. Urinalysis, electrolytes, and liver function studies were all wit hin normal limits. A chest roentgenogram was normal; however, an abdominal ultrasound showed splenomegaly.
The ad mi tti ng diagnosis was cervica l lym phad en itis- Cervical com pute d tomography (CT) demonst rat ed prominen t soft-tissue swelling within Waldeyer's ring an d bilat eral cervical lym phad enop athy with a lar ge, necrotic left cervica l lym ph node possibly contain in g fluid; there was no evidence ofa retropharyngeal abscess . Because of the patient's failure to respond to standard antibacterial th erapy, she underwent fine-needle asp iration of the left posterosuperior cervical lymph node. This showed reactive lym phoid hyperplasia and findings consistent with granulomatous inflammation.The acidfast stain for mycobacteria and the Gomori methenamine silver stain were negative.
On more careful questioning, the patient stated that several weeks before the onset of the adenopathy, she had had orogenital contact with a casual sexual partner, with exposure to orogenital secretions. Because of the poss ibility ofLGV infection, the patient was started on IV doxycycline 200 mg, followed by a course of oral doxycycline (loa mg bid) upon hospital disch arge.
Wit hin 24 hours, the patient defervesced and her cervical lympha de ni tis began to reso lve. She subse que ntly 
Discussion
The primary lesion in LGV is a papule that produces a superficial ulcer or erosion; this often hea ls spontaneously and is rarely present at the initial visit to the physician.' More commonly, patients present during the second stage of the disease with a chief complaint of prominent in guinal or femoral lym phad en op athy,"
Altho ug h ra rely reported , prominent adeno pa thy in unusu al locati ons such as th e tonsil or neck, occu rring after a primary oropharyngeal infection, m ay be th e presenting symptom.v -' In one reported case, a hom osexua l man with a historyoforogenital contact presented with prominent cervical lym p had en opathy suggesting lymphoma; subsequent sero logic studies de monstrated the presence of C trachoma tis, and the pa tient responded to tetracycline therapy," In another case, a patient presented with prominent cervical lymphadenopathy and tonsillar hypertrophy; biopsy of the tonsil along with a positive serology suggested LGV, and the patient clinically improved on tetracycline therapy,"
In our patient, although no oropharyngeal lesions were directly observed, the oral cavity was be lieved to have been the primary site of infection. This is supported by the patient's his tory of orogenital contact and exposure to genital secretions, the swelling of peritonsillar tissue on a cervical CT scan, and the abse nce ofobvious genital lesions on physical examinatio n. Fine-nee dle aspiration of the lym ph nod e dem onstrated granulomatous inflammation com patible with LGV; the diagnosis was further confirme d by the high titers demonstra ted by chlamydial sero logy, as well as the patient's response to doxycycline.
LGV is rare in industrialized co untries but endemic in parts of Africa, Southeast Asia, Central and South America, and the Carribean.v" Even in these regions where LGV is endemic, the oral manifestations of the disease are rarely recognized and are considered relatively uncommon.I However, more liberal social attitudes have led to an increase in orogenital sexual activity, ' which could lead to an increase in its inc idence in the United States and other industrialized co untries.
Previous reports sugges t that women who are sexual contacts of men with nongonococcal urethritis rarely deve lop sympto matic oropharyngeal infec tio n followin g fellatio." H owever, in tha t stu dy, investigators relied on pharyn geal chlamydial cultures to document www.entjournal.com· 4 79 transmission . Altho ugh these cultures are specific for C trachomatisin fection ,thesensitivity ofthi sprocedure for oro pha ryngeal chlamydialinfection is un known and may not fully reflect th e tru e incidence of tr an smission .
Epidemiologic studies suggest that the re is an increase in urogenital chlamydial infection,especially amongadolescent s and young adults.v" Estima tes of the in ciden ce and prevalence of LGV in the Unite d States are difficult to obtain, as th e disease is sometimes unrecognized an d often not repo rted. 1 I Furthermore, in light of the recent LGV outbreak reported in th e Net he rlands,11,12 th e possibility of ano ther such outbreakin indu strialized nations should not be ign ored, especially with the increase in com mercial travel to and from en dem ic regions .
Our case suggests th at oropha ryngea l chlamydial infection might be more com mo n than realized and emphasizes th e need to cons ider th e poss ibilit y of LGV in pa tients with unexplained cervical lym ph adenopathy or tons illitis. Furthermore, along with ini tial diagn ostic tests to con firm the infection (e.g.,sero logy,lymp h node biopsy), an em pir ic trial of doxycycline therapy given while additional con firmatory tests (e.g., NAATs ) are pending may be appropriate in patients with cervica l lym ph adenopathy who fail to respond to standard antibiotic th erapy. This is especially so if the pat ient has a histor y of orogenital cont act, suggesti ng the possibility of expos ure to C trachom atis.
